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Abstract
An analysis on the impact of the level of social support from athletic trainers on the outcomes of
orthopedic injuries in athletes. The foundational model for this research is Wiese-Bjornstal’s
Integrated Model (1998). This model examines the effect of athletes’ emotional responses on
their recovery. Social support from the athletic trainer can help mediate negative emotional
responses and encourage positive emotional responses, which is why social support is crucial to
recovery. Athletes with higher levels of perceived social support from their athletic trainers had
more success with rehabilitation. This report consists of a review of the existing literature on
psychosocial outcomes of orthopedic injuries and social support, as well as an inductive analysis
of three interviews with student-athletes at Division III Bridgewater College. In examining the
existing data and the present study, three major implications for practical application can be
drawn. These implications include the athletic trainers’ need for communication skills, athletes’
perceptions of athletic trainers’ experience, and social support from the athletic trainer as a
necessity.
Keywords: athletic training, social support, rehabilitation
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Psychosocial Outcomes of Orthopedic Injuries: An Analysis of the Relationship Between the
Athlete and the Athletic Trainer
Introduction
Athletic trainers are the first to intervene when an athlete is hurt during sport. Their role
in supporting the athlete’s physical recovery is significant and has been examined thoroughly in
the existing literature. However, athletes’ behavioral responses, cognitive appraisal, and per the
present study’s focus, emotional responses, have been assessed and resulted in the creation of the
Integrated Model (Wiese-Bjornstal, Smith, Shaffer, & Morrey, 1998). This model and others like
it assist healthcare professionals in their holistic treatment of athletes. Treating athletes
holistically – assessing not only their physiological recovery but also the emotional and
behavioral responses presented by the athlete – is the approach that factors in the psychosocial
outcomes of recovery and how rehabilitation is affected by those emotional responses (WieseBjornstal et al., 1998). Athletic trainers are educated and experienced in treating and
rehabilitating sport injuries, but the literature indicates a need for greater holistic assessment and
social support for their athletes (Clement, Granquist & Arvinen-Barrow, 2015; Yang, et al.,
2014). The aim of this literature review and analysis of interviews is to examine that relationship
between the athletic trainer and the athlete’s rehabilitation through athletes’ perceptions of their
athletic trainers and their recoveries. This report includes a review of the existing literature on
psychosocial outcomes and social support, as well as an inductive analysis of three interviews
with student-athletes. In this review and analysis, I will analyze the effects of orthopedic injuries
on mental and emotional health, the role of the athletic trainer in holistically assessing athletes,
and the effect of the athletic trainer’s contribution of social support on the success of their
athletes’ rehabilitation programs.
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Review of Literature
Injuries and Psychological Health
The three phases of psychosocial reactions to injury include (I) reaction to injury, (II)
reaction to rehabilitation, and (III) reaction to return to sport (Clement, Arvinen-Barrow, &
Fetty, 2015). The perceptions of the athletes during these phases can greatly determine the
success of an individualized rehabilitation and return-to-play program: responses involve
cognitive appraisals, behavioral responses, and emotional responses are included in these
perceptions (Clement et al., 2015). Phase I factors include an athlete’s perceived severity of
injury, emotional reaction to the event, and commitment to seeking social support (Clement et
al., 2015). Phase II responses include cognitive perceptions of diagnosis, emotional reaction to
the diagnosis, and efforts to seek social support (Clement et al., 2015). Phase III’s factors include
assessment of rehabilitation process, emotional reaction to the rehabilitation plan, and efforts for
social support (Clement et al., 2015).
The effects of orthopedic injuries on mental and emotional health can be different
depending on the severity of injury, such as short-term versus long-term, season-ending or
career-ending. Even minor injuries, such as strains and sprains, can result in acute depressed
mood. One study found that depressive symptoms can last for up to two weeks following these
minor injuries to the shoulder, wrist, or ankle (Mainwaring, Bisschop, Comper, Richards, &
Hutchison, 2010). Injuries varying in severity, which can be distinguished by the amount of time
athletes are removed from play, can have impacts on the psychological health of the athlete.
Therefore, it is necessary to holistically assess every athlete despite their specific injury’s
severity.
The emotional effects of injury can include a range of emotions from acute stress,
anxiety, and depression to clinical, diagnosable mental illness. Both are risk factors for recovery
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and rehabilitation, specifically in the athlete’s adherence to return to play programming.
Responses outside of clinical illness include stress or anxiety, anger, and adherence problems
with rehabilitation (Clement et al., 2013). Adherence problems, or emotional or behavioral
responses of an athlete that cause a disturbance of the rehabilitation plan, can prolong and
potentially reverse progress made. According to Roh and Perna (2000), “Confidence, motivation,
and anxiety…. are either positively or negatively significantly related to adherence with and
quality of rehabilitation.” If an athlete is struggling with psychological effects of an injury, which
can in turn affect levels of confidence, motivation, and anxiety, those effects must be assessed.
However, if an athlete’s confidence and motivation are elevated due to perceived success of their
rehabilitation program and the social support they receive, adherence and quality of
rehabilitation increase. Furthermore, athletes who did not adhere to rehabilitation, were
noncompliant, or had negative outlooks were less successful in rehabilitation (Clement et al.,
2013). Problems with adherence directly affect rehabilitation, though this issue stems from
deeper emotional responses to injury that require assessment to correct adherence problems.
A longitudinal study involving NCAA Division I and II athletes found that athletes who
were injured had higher rates of depression in the week after injury, which remained throughout
the month post-injury, when compared to uninjured athletes (Roh & Perna, 2000). While it is
expected that athletes incurring severe orthopedic injuries experience lowered mood states postinjury, the research shows that mood states should return to baseline within two weeks of initial
injury (Roh & Perna, 2000). Athletes who suffered ACL tears reported levels of depression
seven times higher than baseline less than two weeks after injury: this can be due to “injury
severity, mobility limitations and greater rehabilitation involvement” (Mainwaring et al., 2010).
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Injuries with greater severity can impact an athlete’s perceptions of their rehabilitation and
therefore result in greater emotional responses to injury.
According to athletic trainers, the characteristics of athletes who are successful in
rehabilitation include “positive outlook, adherence and treatment compliance, and showing up to
treatment” (Clement et al., 2013). Though many injuries can lead to feelings of depression or
anxiety, low self-esteem or feelings of discouragement, many successful rehabilitation processes
can strengthen the athlete both physically and emotionally. According to a study involving three
injured athletes and their rehabilitation, all of these athletes developed a sense of pride in their
recovery (Thatcher, Kerr, Amies, & Day, 2007). Recognizing the importance of rehabilitation
greatly increases positive psychological outcomes. Amy, one participant in Thatcher et al.’s
(2007) study, saw progress in gaining strength during her rehabilitation, which led her to push
harder in rehabilitation because she recognized her program was enabling her to return to play.
Another participant, John, stated that his trainers and teammates were frequently asking about his
progress and his recovery, which greatly motivated him in his rehabilitation. John’s experience
demonstrates the importance of social support in recovery.
Among twenty-one injured skiers, Udry, Bridges, and Beck (1997) found that 81%
reported themes of positive outlook, including the themes of “acceptance/dealing with it,”
“positive coping attempts,” “good attitude/optimism,” and “relieved about progress.” Many of
these positive outlooks stemmed from the anticipation of their participation in future events,
although athletes differed in their timelines of reaching a positive outlook, ranging from
immediately following injury to months post-injury (Udry, Gould, Bridges, & Beck, 1997). In
addition to athletes who sought comfort in identifying the potential for return to play, athletes
with season-ending injuries also experienced positive outlook. In fact, approximately 95% of
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athletes in Udry et al.’s (1997) study believed that their injury brought benefits, such as personal
growth (80.9%) and psychologically (80.9%) and physically/technically (47.6%) based
enhancements.
The Athletic Trainer’s Role in Assessing Psychological Health
Models for Holistically Assessing the Athlete
Wiese-Bjornstal et al.’s (1998) Integrated Model (see Figure 1) emphasizes the holistic
approach to evaluating athletes, including behavioral response, emotional response, and
cognitive appraisal, assessing the individual and the injury. This model allows for the assessment
of pre-injury factors, including the athlete’s personality, history of injury, coping resources, and
interventions, which contribute to the athlete’s personal factors and situational factors. All of this
information is factored into cognitive appraisal, which influences emotional and behavioral
responses (Wiese-Bjornstal, Smith, Shaffer, & Morrey, 1998). The emotional and behavioral
responses of an athlete during recovery can impact the success of their rehabilitation plan and the
outcome of their injury.
The specific aspects of cognitive appraisal in Wiese-Bjornstal’s (1998) report include
self-esteem, self-worth, self-confidence, and self-efficacy. Injuries that remove athletes from
play can alter the athlete’s perception of these aspects of cognitive appraisal and therefore
influence their emotional and behavioral responses during recovery (Wiese-Bjornstal et al.,
1998). These responses are crucial to rehabilitation and positive cognitive appraisals are
necessary for positive injury outcomes. Injuries can lead to feelings of low self-esteem due to the
value placed on their ability to compete: athletes may feel “a sense of uncertainty and possibly
fear of vulnerability and loss of independence” as well as reporting fears not only of their
prognosis but of missing practices and competitions and the uncertainty of their return to play
(Tracey, 2003). However, individuals who had high rates of adherence to
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Figure 1. Integrated Model of Response to Sport Injury
From: Wiese-Bjornstal, D. M., Smith, A. M., Shaffer, S. M., & Morrey, M. A. (1998). An integrated model of
response to sport injury: Psychological and sociological dynamics. Journal of Applied Sport Psychology, 10(1), 4669.
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rehabilitation and were motivated by return to play expressed more positive outlooks and viewed
their recovery as an accomplishment (Tracey, 2003). These athletes demonstrate the difference in
cognitive appraisal and emotional responses when athletes have low or high self-esteem. It is
important to assess an athlete’s perceptions of self-esteem, self-worth, self-confidence, and selfefficacy in order to assess their motivation in recovery. These perceptions can influence an
athlete’s emotional responses and therefore impact the outcomes of their injuries in terms of
adherence, confidence, and motivation.
Compared to the Integrated Model, the Biopsychosocial Model (see Figure 2) emphasizes
the athlete’s biological, social, and psychological stress factors and their influence on coping
skills specific to that athlete’s needs (Schuyler, Seguin, Wilkins, & Hamson-Utley, 2018). The
Integrated Model focuses on cognitive appraisal and the impact of athletes’ perceptions on their
emotional and behavioral responses; the Biopsychosocial Model’s approach to the assessment of
athletic injuries incorporates biological factors that are not expressly factored into WieseBjornstal et al.’s (1998) model. The Biopsychosocial Model establishes the need for coping skills
directly related to factors that influence emotional and behavioral responses. The athletic trainer
may address biological coping skills by assisting the athlete in establishing a healthy sleep
schedule or nutrition habits, both of which aid in healing and recovery (Schuyler, Seguin,
Wilkins, & Hamson-Utley, 2018). Providing the athlete with social support is a significant
element in reducing social factors contributing to the athlete’s stress. According to Schuyler et al.
(2018), this social support can come in many forms, including establishing communication with
the athlete’s coaches, providing rehabilitation partners, and supporting the athlete in setting
personal goals, both directly and indirectly related to recovery. Psychological coping skills that
can be managed by the athletic trainer include “breathing exercises, positive self-talk, relaxation
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From: Schuyler, H. N., Seguin, B. R., Wilkins, N. A., & Hamson-Utley, J. J. (2018, March 28). Psychological
Aspects of Athletic Training. Oxford Research Encyclopedia of Psychology.

imagery, and goal-setting for stressful situations to reduce the patient’s anxiety, improve the
patient’s attitude, and increase the patient’s motivation” (Schuyler et al., 2018). It is important
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for the athletic trainer to be able to recognize when these coping skills are not sufficiently
relieving high levels of stress in the athlete, at which point referral to a psychologist may be
necessary. Providing support in utilizing these coping skills early on can prevent subsequent
development of negative psychological health symptoms, as well as establish rapport between
the athlete and the athletic trainer.
Athletic trainers must be prepared to assess for an athlete’s psychological readiness for
return to play, or the confidence in the athlete in their ability to return to the activities of their
sport. The assessment of return to play cannot be based solely on the injury’s rehabilitation but
must include the athlete’s psychological health. Early return to play before the athlete is
psychologically ready can lead to “fear, anxiety, re-injury, injury to different body parts,
depression, and a decrease in performance” (Monahan, 2018). According to Monahan (2018),
formal scales for assessing psychological readiness for return to play are not routinely used by
athletic trainers in the collegiate setting. Monahan’s study found that 14 athletic trainers had only
“slight consideration of psychological readiness” in assessing 34 athletes returning to play, in the
case of athletes who self-reported fear avoidance in questionnaires that were blind to the athletic
trainers. These athletic trainers were unable to recognize the severity of their athletes’ fear
avoidance and readiness to return to play without the athletes’ express reporting of those
feelings. This suggests using scales for fear avoidance and self-esteem can help athletic trainers
better assess an athlete’s psychological readiness for return to play and prevent early return to
play.
One tool that has been established to assess readiness for return to play is the InjuryPsychological Readiness to Return to Sport (IPRRS) Scale. The IPRRS scale can be an indicator
of psychological readiness to return to play as it assesses multiple aspects of return to play and
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confidence, including to play, to play without pain, to play against competition, desire to
participate (Glazer, 2009). Scales like this can be an essential element for the assessment of
return to play readiness. Because feelings of confidence and motivation are determinants for
adherence and successful rehabilitation, having a scale to assess the athlete’s readiness in
addition to the assessment of the specific injury’s rehabilitation is key.
Other tools that may be beneficial during assessment are pre-injury baseline and postinjury scales for stress levels. Much like establishing a baseline for psychological factors in order
to assess for risk of concussion, establishing baselines for stress levels can help an athletic trainer
assess any changes in stress level after an injury occurs. Two existing scales for baseline
assessment of stress levels are the Cognitive Appraisal of Health Scale and the Primary
Appraisal/Secondary Appraisal Scale (Schuyler et al., 2018). Assessing changes in stress levels
early on can prevent the development of symptoms and assist the athletic trainer in establishing
goals for their athlete’s recovery.
Social Support
The athletic trainer is the first to respond to athletic injuries and the closest support for
athletes during recovery and rehabilitation. This establishes a crucial working relationship
between the athlete and the athletic trainer, in which the level of social support from the athletic
trainer is a determining factor in the outcome of orthopedic injuries. Social support “facilitates
coping, relieves distress, and helps injured athletes stay focused and motivated during their
rehabilitation,” and higher levels of perceived satisfaction with social support are associated with
fewer depressive or anxious symptoms at return to play (Yang, et al., 2014). The extent of this
close working relationship establishes the athletic trainer as an essential role not only for the
rehabilitation of the injury but for intervention in the case of psychological effects post-injury.
Awareness is key to an athletic trainer’s perception of psychosocial responses: understanding
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stressors outside of the injury can aid in assessing the emotional and behavioral response to an
injury (Clement et al., 2013). Outside stressors that are unrelated to the athlete’s injury can
contribute to negative outlooks on injuries, which is why it is so important for the athletic trainer
to establish relationships with their athletes. These relationships establish trust and better
communication between the athlete and the athletic trainer.
In one study of eleven athletic trainers, none reported being educated on social support or
counseling skills during their undergraduate education (Yang, et al., 2014). This education is
crucial to the development of athletic trainers as support systems for their athletes. Of athletes
who are injured, 80% receive social support from their athletic trainers (Yang, et al., 2014). It is
the quality of that social support which is the determinant for athlete perceptions of social
support during their recovery. With many athletic trainers lacking education in the realm of
social support, it is likely that the quality of that social support is low or that the extent of the
social support is lacking. In fact, of the 80% of athletes who received social support from their
athletic trainers, only 50% of those athletes reported that the support actually helped them feel
better. Yang et al.’s (2014) study also found that the social support that athletes received preinjury almost doubled post-injury. It is important that athletic trainers establish a relationship
with their athletes before injuries occur in order to allow for a better assessment of the athlete
post-injury. Establishing these relationships early can improve post-injury communication and
trust.
It is useful to consult Barefield and McCallister’s (1997) categories of social support, as
adapted from Pines, Aronson, and Kafry (1981) and Richman, Rosenfeld, and Hardy (1993):
1. Listening Support: the perception that an other is listening without giving advice
or being judgmental;
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2. Emotional Support: the perception that an other is providing comfort and caring
and indicating that she or he is on the support recipient’s side;
3. Emotional challenge: the perception that an other is challenging the support
recipient to evaluate his or her attitudes, values, and feelings;
4. Reality Confirmation: the perception that an other, who is similar to the support
recipient and who sees things the same way the support recipient does, is helping
to confirm the support recipient's perspective of the world;
5. Task Appreciation: the perception that an other is acknowledging the support
recipient's efforts and is expressing appreciation for the work she or he does;
6. Task Challenge: the perception that an other is challenging the support recipient's
way of thinking about a task or an activity in order to stretch, motivate, and lead
the support recipient to greater creativity, excitement, and involvement;
7. Tangible Assistance: the perception that an other is providing the support
recipient with financial assistance, products, and/or gifts;
8. Personal Assistance: the perception that an other is providing services or help,
such as running an errand or driving the support recipient somewhere (p. 333).
Athletes’ needs for different types of social support as distinguished by these categories were
analyzed by Barefield and McCallister (1997), whose study of 85 collegiate athletes found that
the most needed categories included listening support, emotional support, reality confirmation,
task appreciation, and task challenge. These categories were on average the highest rated
categories for expected social support among athletes in this study. While athletes rated these
categories as their most expected from their athletic trainers, they rated their perceived levels of
satisfaction with emotional support, reality confirmation, task appreciation, and task challenge
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between 3 and 4 on average, on scale from 1 (very dissatisfied) to 5 (very satisfied) (Barefield &
McCallister, 1997). Satisfaction with listening support, however, was rated on average 4.24. It is
clear that there is work to be done with categories of social support in the field of athletic
training. Although athletic trainers seem to be versed in listening support, other forms of social
support are lacking in terms of the perceptions of their athletes. It should be noted that there was
no difference in satisfaction between certified athletic trainers and student athletic trainers
(Barefield & McCallister, 1997). This shows that these social support skills are not necessarily
gained with experience and must therefore be acquired through the athletic training curriculum
or other continuing education requirements in order to fulfill athletes’ social support needs.
Communication between the athletic trainer and the athlete is crucial to rehabilitation
adherence. Educating the athlete on the extent of their injury, rehabilitation, and return to play
not only builds the relationship between the athletic trainer and the athlete, but also contributes to
the athlete’s perceived confidence in the outcome of their rehabilitation (Clement et al., 2013).
The athletic trainer’s development of effective communication skills can contribute to the
athlete-athletic trainer relationship and the perceptions of the athlete and their injury. Therefore,
it is essential that specific communication skills for social support are established in graduate
curriculum and continuing education requirements for athletic trainers.
Mental Health Training
Athletes are less likely to seek out mental health support on their own than nonathletes.
Causes for this include time constraints, perceptions of peers, and mental health stigma (Van
Raalte, Cornelius, Drewson, Diehl, & Brewer, 2015). For this reason, it is crucial that athletic
trainers have the necessary training to recognize risk factors for mental health and when it is
appropriate to refer athletes to mental health professionals. As reported by Monahan (2018),
scales for readiness are not regularly used in the assessment of collegiate athletes. It is necessary,
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therefore, to ensure that athletic trainers are prepared to assess the psychological health of their
athletes. Research suggests that athletic trainers are either unprepared or lack the confidence to
do so. In a study of 215 athletic trainers, many desired more training in psychosocial aspects, and
many reported a lack of psychosocial support networks which to refer students (Clement et al.,
2013). This study found that athletic trainers primarily employ the psychosocial strategies they
are most comfortable using, rather than the strategies that are most beneficial to the athlete.
Athletic trainers in this study identified “stress- and anxiety-reducing techniques as the sixth
most used strategy and saw this as the eighth most important psychosocial strategy to learn more
about” (Clement et al., 2013). This indicates a need for greater resources and education for
athletic trainers in the realm of mental health.
According to Wiese-Bjornstal et al. (1998), 10-20% of injured athletes exhibit “extreme
responses” to injury that are recommended for referral. While most athletes do not require
referral to a sport psychologist for their injury, it is necessary that athletic trainers have the
knowledge to recognize athletes who do and the ability to refer those athletes to the proper
support. Clement et al. (2013) recommend a standard referral process with which athletic trainers
can familiarize themselves and prepare for psychosocial intervention. This would include
assessment of the athlete’s emotional and behavioral responses to injury, consultation with a
mental health professional to discuss these responses, implementation of strategies suggested by
the professional, referring the athlete to the professional, and finally following up with the athlete
about the referral (Clement et al, 2013). It is important to establish referral processes that are
standardized rather than organization- or district-specific: standardization increases efficiency of
the referral process because those without direct connections to mental health professionals face
a lengthier referral process when immediate intervention is necessary. Standardization also
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increases accessibility because no athlete will have to seek out mental health services on their
own, simultaneously leading to additional support from the athletic trainer and contributing to
the overall social support an athlete receives during rehabilitation. Because athletes are less
likely to seek that support or recognize signs of psychological effects after injuries, a
standardized referral process for the athletic trainer is crucial to early intervention.
Because of the stigma surrounding mental health and seeking support, Van Raalte et al.
(2015) proposed an accessible mental health service in the form of a website
(www.SupportForSport.org) to create a space for athletes to gain confidence in seeking mental
health support. College students are comfortable and familiar with using online interface,
especially when the access to information is anonymous. Using this website increases the
knowledge of mental health and the process of seeking professional help, which greatly increases
confidence in self-reporting (Van Raalte et al., 2015). Should athletic trainers offer such
programs to their athletes, they may be more confident in seeking that help. Establishing online
hubs for information and online self-reporting mechanisms can increase accessibility to mental
health resources for athletes who do not recognize their symptoms or are uncomfortable
communicating them directly with their athletic trainer.
Analysis of Interviews
Methods
This research was filed for review with the Bridgewater College Institutional Review
Board (IRB). Once the application was granted IRB approval (see Appendix A), the selection
process began as follows.
Head Coaches at Bridgewater College were contacted via email. This email included a
flyer (see Appendix B) for information and invitation to participate, contact information for the
researcher, and a request to visit athletic practices to discuss participation with potential
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participants. Thirteen coaches were contacted, and it is unknown how many coaches extended
the information to their athletes. Only three coaches responded to the emails indicating that they
forwarded the message to their athletes. Of the three coaches that responded, none granted the
request to visit any athletic practices.
Six athletes responded to a screening survey (see Appendix C) that included questions
about their injury, whether they had been rehabilitated by athletic trainers at Bridgewater
College, and whether they were comfortable discussing topics related to mental health and their
relationships with their athletic trainers. Of those six respondents, only three were selected to
interview. The other three respondents indicated in their screening survey responses that they
were not comfortable discussing the topics relevant to this study.
The three survey respondents who were selected to interview signed a consent form (see
Appendix D) and were asked three open-ended questions:
1. Describe your experience with your injury
2. Tell me about your relationship with your athletic trainers at Bridgewater
College.
3. How did your injury, your relationship with your athletic trainer, or both,
impact you?
These interviews were audio-recorded using the Apple iOS version 15.3 ‘Voice Memos’
application. These audio-recordings were played back to manually transcribe interviews in
Microsoft Word. Any identifying information was redacted for confidentiality. Athletic trainers’
names were replaced with identifiers Athletic Trainer A, Athletic Trainer B, and so on, so that
the accounts of athletic trainers were distinguishable but not identifiable. After the transcriptions
were completed, the documents were sent to the respective participants to confirm their
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transcription was accurate and correctly represented their interview responses. No participants
elected to change their transcriptions in any way. With the transcriptions, an inductive analysis
was conducted. This analysis was conducted by examining the literature cited in this report and
comparing the transcriptions with the existing literature. If multiple transcriptions contained
responses representative of psychosocial outcomes, specifically reflecting the emotional
responses as defined by Wiese-Bjornstal (1998) or social support (Barefield & McCallister,
1997; Yang et al., 2014), those response were marked as their respective themes. Responses were
considered for thematic analysis if the responses were reflected in at least two out of the three
interviews.
Consent forms will be retained for a period of three years in compliance with IRB
guidelines. For purposes of confidentiality, at the conclusion of the transcription process and
after participant audit, original audio-recordings were permanently deleted. Screening survey
responses were permanently deleted after interviews were conducted. At the conclusion of the
research, transcriptions were permanently deleted.
Results
From the interviews with three student-athlete respondents at Bridgewater College, three
themes were observed. These themes include frustration, fear, and social support. For purposes
of confidentiality, the three athletes will be referred to as Athletes 1, 2 and 3.
Frustration was operationally defined as “long recoveries that remove athletes from sport
cause feelings of exasperation and desire to participate again” (Clement et al., 2013). This theme
is derived from the emotional responses of athletes, as indicated by Wiese-Bjornstal et al. (1998)
as determining factors in the success of rehabilitation plans. For example, Athlete 3 expressed,
“If I … regress, it’s just … really frustrating. It kind of feels hopeless.” Athlete 1 noted, “There
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was the very last test that I didn't pass… that was really frustrating… I was [feeling] like I wasn’t
[going to] be able to do it.”
Fear was divided into two sub-themes, the first of which is operationally defined as “fear
of injury or re-injury challenges the athlete’s readiness to return to play” (Roh & Perna, 2000).
Athlete 3 discussed her feeling that “it’s just scary. … I was hurt in practice, not even playing.”
Athlete 2 said, “I’m not nervous to get back into running and jumping, but once there’s people
and objects to navigate, that’s when I’m [going to] get nervous.” The second sub-theme is
operationally defined as “stimulus triggers emotional response (fear) when associated with sport
injury” (Roh & Perna, 2000). For example, Athlete 2 recalled this experience: “There were a
couple times I was at home watching a game and … plugged my ears because I just assumed
someone was [going to] hurt themselves.” Athlete 3, who was injured in practice during a drill
with her coach and struggled to return to practice because of this, responded, “I am a little
worried about … my coach… I feel like I can’t really trust my coach to be safe.”
The theme of social support was divided into three subthemes: emotional support, reality
confirmation, and task appreciation are derived from the categories of social support as defined
by Barefield and McCallister (1997). Emotional support is operationally defined as “the
perception that an other is providing comfort and caring and indicating that she or he is on the
support recipient’s side” (Barefield & McCallister, 1997). Athlete 1 recalled that her athletic
trainer was “always positive, always making me laugh even if I was super frustrated.” Athlete 3
found that, “We’ve had great interactions. They take their jobs very seriously and they’re always
in there.”
Reality confirmation is operationally defined as “the perception that an other, who is
similar to the support recipient and who sees things the same way the support recipient does, is
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helping to confirm the support recipient's perspective of the world” (Barefield & McCallister,
1997). For example, Athlete 1 noted “[My athletic trainer] made me feel … more confident in …
my rehab and … where I actually was, [rather] than … what I was thinking.” Athlete 2
mentioned, “Teammates chattering about [their recovery].. doesn’t really help. I [asked], how
long do you think it’s [going to] be before I run? He [said] probably a month and a half….
Everyone is different.”
Task appreciation is operationally defined as “the perception that an other is
acknowledging the support recipient's efforts and is expressing appreciation for the work she or
he does” (Barefield & McCallister, 1997). Athlete 3 said, “[My athletic trainer said] ‘Hey, it’s
okay, we’re [going to] get you there. Your body might just not [want to] do this quite as fast as
the other [athletes]. They’re definitely supporting me along the way.” Athlete 2 mentioned, “I
went in this week, and I was having a terrible week, and they [said] oh no… you’re doing great.
Whether it was true or not, they were being positive about it.”
Conclusion
The themes of frustration, fear, emotional support, and task appreciation reflect data from
the existing literature on psychosocial outcomes of orthopedic injury and social support (WieseBjornstal et al.,1998; Yang, et al., 2014; Clement et al., 2013). That the athletes desired these
three categories of social support reflects Barefield and McCallister’s (1997) study on social
support from athletic trainers. Furthermore, the emotional responses presented by the athletes,
including frustration and both operational definitions of fear, align with the findings of WieseBjornstal et al., (1998) in regard to the commonality of the responses. Because of this, it is
reasonable to assume that conclusions can be drawn from the present study about social support
and its effects on the outcomes of orthopedic injuries.
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The existing research and the present study present three implications for practical
application for athletic trainers and preceptors. The first of these is a need for communication
skills. Having strong communication skills enables athletic trainers to recognize their athletes’
emotional responses and prepares these athletic trainers to intervene when they identify these
emotional responses in their athletes. When athletic trainers are prepared to identify these
emotional responses, they are in turn better suited to intervene early and before referral is
necessary. Communication also builds rapport between the athlete and the athletic trainer, and
athletes are grateful for these socially supportive relationships. In the present study, Athlete 3
noted, “If I didn’t have such a great connection with my athletic trainers, I don’t think I would’ve
done as well.” This indicates that the athletes’ trust in their athletic trainers can contribute to
their confidence in their rehabilitation plan. Finally, communication helps athletes to realize their
progress. The athletic trainer’s knowledge and encouragement confirms the reality of the
athletes’ progress, greatly increasing their confidence in their rehabilitation plan and their
relationship with their athletic trainer.
The second implication for practical application is athletes’ perception of experience.
Athletes in the present study indicated a preference for athletic trainers who seemed experienced
and knowledgeable in their field. This creates a challenge for athletic training preceptors when
working with their athletic training students and their athletes. If athletes are uncomfortable with
athletic training students, this counters the level of trust and rapport that contribute so greatly to
successful rehabilitations. Thus, preceptors must be prepared to address this with both their
athletes and their students. Preceptors should inform their athletes when they will be working
with athletic training students, establish themselves as strong bases for their students, and allow
athletes to see the working relationship that preceptors have with their students. When athletes
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understand that preceptors are knowledge bases and that the student and the athletic trainer are
communicating, athletes will be more comfortable working directly with someone who does not
have the experience that they tend to seek out.
The final implication for practical application is social support. In the present study and
in the existing data (Barefield & McCallister, 1997), the categories of social support that athletes
most appreciated were emotional support, reality confirmation, and task appreciation. It is
important, then, for athletic trainers to implement these types of social support when working
with athletes. Emotionally supporting athletes requires understanding the athlete’s emotional
responses, through which athletic trainers can better holistically treat their athletes. WieseBjornstal’s Integrated Model (1998) demonstrates the impact of post-injury, injury, and preinjury factors, with all of which an athletic trainer should be familiar and come to know during
the rehabilitation process. Reality confirmation is evidently beneficial to athletes and their
emotional responses during rehabilitation. Athletes in the present study expressed relief and
other more positive emotional responses when their athletic trainers helped to keep their
expectations and goals realistic and attainable, and reassured athletes of their progress. Task
appreciation requires athletic trainers to meet athletes at their level of progress and encourage
them wherever that may be. The athletic trainer should recognize that all athletes progress
differently through their rehabilitation plans and help their athletes to understand this as well.
It is important to mention Athlete 1’s comments on her working relationship with an
athletic training student, where she was uncomfortable with the level of professionalization the
student had reached in their development as an athletic trainer. Athlete 1 said, “I saw him more
as… a friendship…. because he was a student [at Bridgewater College]…, a lot of us have …
seen him as a student… We knew each other … but … right now we are working on rehab.” She
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remarked this while.” While Athlete 1 was uncomfortable with her athletic training student’s
approach to communication, it may be that this student was early in their professional
development. Athletic training preceptors should monitor their students for inappropriate
behavior, but it is not necessarily a problem for students to behave in a “friendly” manner when
working with their athletes, especially when it is early in their professional careers. Because
athletic training students at Bridgewater College and other institutions are informed of the
expectations of professionalism, it is unlikely that this athletic training student was being
unprofessional, but rather he had not yet developed the level of professionalism that his
preceptors had, with which the athlete was more familiar and comfortable. This is why it is
especially important for athletic training preceptors to address professionalization with their
students and their athletes, with the intent to avoid the discomfort Athlete 1 felt in regard to her
treatment sessions with an athletic training student.
In conclusion, although this study found implications for practical applications for
athletic trainers, the present study also found that athletes had generally positive outlooks on
their recovery, even when they had negative emotional responses such as frustration and fear.
This is in part due to the social support they received from their athletic trainers, as is evident in
the interview responses. Getting the care that they needed and seeing progress greatly improved
their outlook on recovery, to both of which their athletic trainers largely contributed. These
positive outlooks and emotional responses as a result of social support should encourage athletic
trainers to seek to greater understand athletes’ emotional responses and the ways in which they
can intervene and socially support their athletes in both positive and negative emotional
responses. It is important for athletic trainers to understand athletes’ negative emotional
responses and what techniques to implement to avoid them, and also to recognize positive

PSYCHOSOCIAL OUTCOMES OF ORTHOPEDIC INJURIES

27

emotional responses and how their support can impact their athletes’ recovery and rehabilitation.
Ultimately it is the job of the athletic trainer to holistically assess their athletes, socially support
them throughout their rehabilitation, and eventually prepare them for return to play.
Acknowledging the psychosocial aspects of athletes’ recovery is crucial to supporting athletes
along the way.
Limitations
The present study was limited most in its sample size. The screening survey sample
consisted only of six athletes, three of which were basketball players; the interview sample
consisted only of three athletes. Of the interview athletes, two were basketball players and one
played soccer. Future studies should aim to study greater sample sizes and focus on the inclusion
of multiple sports to assess whether type of sport is a variable in rehabilitative outcomes.
The population of this study was limited to Bridgewater College student-athletes. Future
studies should examine other Division III institutions, as well as other divisions in order to assess
the level of social support provided at different levels of sport. Because middle- and high schools
are limited in their access to athletic trainers, it would be beneficial to the field to conduct
research on the level of social support that middle- and high school athletes are receiving from
their athletic trainers. The level of social support should be examined along with the ratio of
athletic trainer to student-athlete in the school. Most colleges and universities have multiple
athletic trainers, whereas many school districts may have one or assign one to each secondary
school. Therefore, the level of social support may be limited at this level of sport because of the
number of athletes receiving care.
The sample size and population of this study limit application to the general population or
other groups, including other Division III schools and other institutions of other levels of sport.
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Due to the nature of the present sample and population studied, conclusions cannot be drawn
about athletes at other institutions or at other levels of play. Future studies should aim to conduct
their research with a randomized sample from multiple institutions to allow for application to the
general population.
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Appendix C
Screening Survey for Participant Selection
1. Are you 18 years or older?
2. Should you be selected for the interview process, you will be asked to consent to a
recorded Zoom audio session of your interview. This session will be transcribed, and that
data will be analyzed and compiled in a report. No participant will be asked to share
names of athletic trainers, other students or faculty at Bridgewater College, or friends and
family members. Your name and any personal information will not be included in the
final report. This survey is a screening for selection of participants. Your participation in
this survey in no way requires your participation in the interview process. If you have any
questions about the process, you can contact Hannah Barnett at
hbarnett@eagles.bridgewater.edu or 434-665-8376. Typing your name below signifies
that you consent to the information provided above. This electronic signature is not
binding: If at any point you decide to opt out of this research, your data will be
permanently deleted, and your information will not be utilized for the final report. If you
participate in the research, screening survey responses, recordings of your interview, and
transcription of that interview will be retained until the conclusion of the research. At the
time of the project’s conclusion in April 2022, your screening survey data, recordings of
your interview, and transcription of that interview will be destroyed for confidentiality.
Your consent form will be retained for a period of three years in accordance with the
Institutional Review Board’s guidelines, at which point it will be destroyed.
3. Are you a current or former athlete at Bridgewater College?
4. What sport(s) do you or did you participate in?
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5. Have you ever sustained an injury that required a rehabilitation plan?
6. What was that injury or injuries?
7. Did you work with an athletic trainer at Bridgewater College for treatment or recovery?
8. Are you comfortable discussing any psychological effects that your injury and
rehabilitation caused? (i.e., feelings of depression or anxiety; feelings of hope,
confidence, or pride; etc.)
9. Are you comfortable discussing the working relationship you had with your athletic
trainer(s)?
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I understand that even if I agree to participate now, I can withdraw at any time or refuse to
answer any question without any consequences of any kind.

I understand that participation involves participating in a recorded Zoom audio session for my
interview. This session will be transcribed, and that data will be analyzed and compiled in a
report. I agree to my interview being audio-recorded.

I understand that I will not benefit directly from participating in this research.

I understand that all information I provide for this study will be treated confidentially.

I understand that in any report on the results of this research my identity will remain anonymous.
This will be done by changing my name and disguising any details of my interview which may
reveal my identity or the identity of people I speak about.

I understand that disguised extracts from my interview may be quoted in the report, its copy at
the Bridgewater College Forrer Learning Commons, and in presentation at ASPIRE 2022.

I understand that signed consent forms will be retained on a private, password-protected
computer for a period of three years in accordance with Institutional Review Board guidelines.

I understand that a transcript of my interview in which all identifying information has been
removed will be retained for the remainder of the study and until the report is presented.

I understand that under freedom of information legislation I am entitled to access the information
I have provided at any time while it is in storage as specified above.
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I understand that I am free to contact any of the people involved in the research to seek further
clarification and information.
Contact information:
Hannah Barnett | Researcher
hbarnett@eagles.bridgewater.edu
434-665-8376
Dr. Leah Washington | Supervising Professor
lwashington@bridgewater.edu
The Bridgewater College Institutional Review Board (IRB) has approved this project. If you
have questions related to human participants, feel free to contact Dr. Erin Miller, the IRB
Chairperson at emmiller@bridgewater.edu
Signature of research participant
__________________________

__________

Signature of participant

Date

Signature of researcher
I believe the participant is giving informed consent to participate in this study.

_________________________

__________

Signature of researcher

Date

Counseling Center
Monday-Friday | 8 am-4:30 pm
Phone: 540-828-5402 | Fax: 540-515-3748
counseling@bridgewater.edu
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